Introduction
The Canadian Occupational Performance Measure (COPM) is an instrument designed to help participants identify, prioritize, and evaluate occupational performance (COPM-P) and satisfaction with performance (COPM-S) of important occupations they encounter in their daily lives. 1 The term occupation refers not only to work but also to all kinds of human doing, be it self-care, productivity, or leisure. 2 The COPM is an occupational therapy tool, which is now being used on a multidisciplinary basis. In Norway, the COPM is widely used in reablement as a tool for goal determination and evaluation. 3 Also in other countries, COPM is used in reablement. Reablement is a relatively new form of home-based rehabilitation for people experiencing functional decline. The
The psychometric properties of the COPM have been widely tested. In a literature review including 19 methodological studies conducted on various target groups, the authors conclude that the COPM is a valid, reliable (test-retest), responsive, and feasible instrument. 10 Validity, test-retest reliability, and responsiveness of the COPM have been tested in older adults with various diagnoses, such as stroke, 11 depression, 12 hip fracture, 13 and hand osteoarthritis. 14 However, only two studies were conducted in a heterogeneous elderly population investigating validity and responsiveness, respectively. 15, 16 Hence, more research on content validity, construct validity, and responsiveness is needed on the oldest of old people. The Norwegian version of the COPM was tested for validity, responsiveness, testretest reliability, and feasibility in people with rheumatic diseases and had good results. 14, 17 Regarding interpretability, that is the degree to which one can assign qualitative meaning to an instrument's quantitative scores or change in scores, 18 it is stated in the COPM manual that a change of 2 points implies an important change. 1 However, evidence to support this statement is not confirmed. We find it not plausible that the minimal important change (MIC) is constant, irrespective of diagnoses, severity of disability, age, and the COPM-P versus COPM-S dimensions. Nonetheless, one study has found the optimal cutoff to be 1.37 points and 1.90 points for occupational performance and satisfaction with occupational performance, respectively, but this study was conducted among adults. 19 As a result, the MIC for the COPM has not yet been evaluated with scientific methods in a population of old people.
Some studies suggest that the COPM assessment may be performed by health professionals other than occupational therapists, 20, 21 but none of the authors have explored the various professions' self-perceived competence in conducting COPM assessments. For this reason, investigation of competence required to conduct COPM assessments, which is considered to be a part of feasibility, is warranted.
Hence, the objective of this study was to investigate the content validity, construct validity, responsiveness, interpretability, and feasibility of the COPM when used by different health professionals in delivering reablement for homedwelling older adults.
Participants and methods Participants
The sample in the current study was derived from a nationwide, multicenter, clinical controlled trial evaluating the effects of reablement. 22 The nationwide sample consisted of 833 participants living in 43 different municipalities. The enrollment period lasted from the beginning of April 2014 until the end of June 2015. People applying for, or referred to, public home-based services were potential participants for the study based on their self-reported activity limitations. Some of the participants had been hospitalized due to an acute illness, while others were recruited after having gradually developed functional decline not needing hospitalization or institution-based treatment. People were eligible if they were home dwelling, >18 years of age, understood spoken and written Norwegian, and experienced functional decline. The participants were excluded if they were in need of institution-based rehabilitation or nursing home placement or if they were terminally ill or cognitively diminished. The intervention group participated in reablement that lasted for a maximum of 10 weeks. The control group received care as usual.
The first 225 participants, aged 65 years and older, enrolled into the intervention group in the large multicenter study whose data have been collected at baseline and after 10 weeks were included in the current study. Hence, people who had dropped out and people whose data was not registered at 10 weeks follow-up by the time data analysis started were not included.
All participants received information about the study and gave written consent prior to study enrollment. The trial was approved by the Regional Committee for Medical and Health Research Ethics for Western Norway (REK West, 2014/57-1).
Training of data collectors
As reablement was implemented in 43 different municipalities in the nationwide study, it was essential to train data collectors to ensure high-quality data and complete data sets. A 2-day course was conducted. The first day covered the use of the COPM, containing lectures, demonstrations, and practical exercises. One representative from each of the municipalities attended the course and was responsible for the Journal of Multidisciplinary Healthcare 2016:9 submit your manuscript | www.dovepress.com
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Psychometric properties of the COPM internal training in how to conduct the COPM interview. Each municipality had appointed a contact person to be in charge of communication with the researchers. On the second day, the contact persons were trained in the general procedures of the research project and data collection procedures for the other outcome measures used. Each municipality also received a trial manual that contained information on all the procedures and the data collection instruments. In addition, the researchers had close contact with all municipalities in the course of the data collection and implementation period in order to ensure adherence to the protocol and minimize occurrence of missing data.
Data collection
We collected demographic characteristic of the sample, including information on health conditions. The participants scored degree of motivation for rehabilitation on a scale from 1 to 10, where 10 was the best. We used five different outcome measures, all of which were collected at baseline and at treatment conclusion after 10 weeks. The instrument under investigation in the current study was the COPM measuring occupational performance and satisfaction with performance. The other instruments used in the multicentre study were used as comparative instruments in the current study. They comprised physical functioning (measured by the Short Physical Performance Battery [SPPB]), healthrelated quality of life (measured by the European Quality of Life Scale [EQ-5D]), coping (measured by the Sense of Coherence questionnaire [SOC-13]), and positive mental health (measured by the Mental Health Continuum -Short Form [MHC-SF]). Data were collected by the clinicians in the reablement teams who also delivered the interventions. The clinicians were blinded for the assessment when reassessing the COPM.
The COPM is a patient-specific measure, which means that it is focusing on issues that matter to each participant. 23 The instrument measures a person's self-perceived occupational performance within three occupational performance areas. Occupational performance is perceived as the result of interaction and interdependence between the person(s), the environment, and the occupation(s). 1 We used the Norwegian translation of the fourth edition of the instrument. 24 During a semistructured interview, the participants described which occupations they considered were important but difficult to perform. The importance of each occupation was thereafter rated on a 1-10-point scale (10= very important). Next, the participants prioritized a maximum of five of the most important occupations and rated performance and satisfaction with performance for each of these occupations on a scale from 1 to 10 (a higher score reflected better performance or higher satisfaction). Sum scores for the COPM-P or COPM-S, respectively, were calculated by adding the performance or satisfaction scores and thereafter dividing by the number of prioritized occupations.
After the COPM interview was finished, the participants were asked to rate to what degree they felt that the COPM was useful in determining goals for rehabilitation (scale 1-10, 10 = very useful), and they answered open questions regarding the scoring process, their experiences, and possible difficulties in completing the interview and scoring. Furthermore, the health care providers conducting the COPM interviews were asked to what degree they considered that the results from the assessment were useful as a basis for planning and evaluating the intervention and to rate the difficulty they experienced assisting the participant during the interview (scale 1-10, 10= very useful or very simple). Their education and need for further education in the COPM were also recorded.
The SPPB is a screening test for mobility and aims at identifying people at risk of functional decline. 25 The test includes a balance test, a gait test, and a chair stand test. The gait test involves 4 m of walking in preferred walking speed. Good validity, reliability, and responsiveness have been reported in a systematic review using studies where community-dwelling older adults were investigated. 26 EQ-5D measures health-related quality of life. The instrument consists of two parts, a questionnaire and a visual analog scale (VAS). The questionnaire has five domains (mobility, self-care, usual activities, pain/discomfort, and anxiety/depression) with five levels (no problems to extreme problems). The VAS gives an indication of how the participants assess their own health on a 0-100 scale, with 100 being excellent health. A structured review of the psychometric properties of the EQ-5D concluded that there is good evidence for reliability, validity, and responsiveness among older adults. 27 Coping was measured by the SOC-13, which was developed by Antonovsky. 28 The self-reported questionnaire comprised 13 items. A systematic review of 127 studies with samples of various diagnosis and age groups concluded that the SOC scale is a reliable, valid, and cross-culturally applicable instrument measuring how people manage stress and stay well. 29 Positive mental health was measured by the MHC-SF. This instrument measures three dimensions of the positive mental health concept. 30 Each of the 14 items is scored by rating the frequency of various feelings during the past month 
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Tuntland et al on a 6-point scale from never (0) to every day (5). Higher scores imply higher levels of positive mental health. Validity and reliability have been shown to be good in a study with a large sample of people aged 18-87 years.
31
A 5-point global rating scale question was used to capture the participants' impression of change at 10 weeks follow-up. The question was: "To what degree have you experienced a change in management in daily activities since the start of reablement 10 weeks ago"? The five responses were: 1) "much improved"; 2) "a little improved"; 3) "no change"; 4) "a little deteriorated"; and 5) "much deteriorated".
The municipalities selected which professionals should administer which instruments. Usually, one participant was evaluated by one or two professionals who administered all the instruments.
Data analysis
The COSMIN guidelines and recommendations for evaluating methodological quality were followed. 32, 33 The acronym COSMIN stands for COnsensus-based Standards for the selection of health Measurement INstruments. The COSMIN guidelines are based on international consensus on taxonomy, terminology, and definitions of measurement properties for health-related patient-reported outcomes. 18 
Content validity
According to the COSMIN terminology, content validity is defined as the degree to which the content of an instrument is an adequate reflection of the construct measured. 33 The constructs in question in the COPM are occupational performance and satisfaction with performance. Content validity was explored by answering four relevant questions: 32,33 1) Do all occupational categories in the COPM refer to relevant aspects of the construct? 2) Are all occupational categories relevant for the study population, for example with regard to sex and age? 3) Are all occupational categories relevant for the purpose of the instrument? and 4) Do all occupational categories together comprehensively reflect the construct?
The first question was addressed by examining whether the identified occupations in fact were occupational categories covering relevant aspects of the construct. The second question was addressed by exploring the prioritized occupations listed by the participants. Issues of interest concerning the study population were distribution of prioritized occupations according to sex and whether the occupations were relevant for older adults. The third question was answered by examining whether occupations were described within all relevant occupational categories and whether the participants were able to score the identified occupations for performance and satisfaction with performance on a 10-point scale at baseline and follow-up. The fourth question was addressed by asking each participant after the COPM interview and scoring was completed whether he or she had other important occupations not covered in the COPM interview. The participants' narrative answers were written down, grouped, and categorized.
Content validity was regarded as confirmed if >80% of the participants' answers confirmed questions 1, 3, and 4. Since some of the occupational categories are age specific, it cannot be expected that all occupations will be equally relevant for old persons as for young ones (question 2). The principal investigator performed the analysis of the participants' answers.
Construct validity
Construct validity was defined as the degree to which the COPM scores were consistent with hypotheses stating that the instrument in question validly measures the construct to be measured. 33 We developed hypotheses covering all comparative instruments and both the two outcomes COPM-P and COPM-S. Hence, construct validity was based on a priori hypotheses for levels of correlation between baseline COPM-P and COPM-S sum scores and sum scores for mobility (SPPB), scores for the gait test (part of the SPPB), single-item scores on usual activities (EQ-5D), VAS scores of health-related quality of life, and sum scores for coping (SOC-13) and mental health (MHC-SF). When the instruments were measuring different constructs, low correlations were expected. Even when the constructs were similar, only low (to moderate) correlations were expected since the COPM is a patient-specific and not a fixed-item instrument, whereas the other instruments are performance tests or questionnaires with standardized items. We expected the COPM to correlate higher with the EQ-5D VAS score, and in particular with EQ-5D usual activities and the SPPB gait test, based on an assumption that these items corresponded most with the construct of occupational performance (Table 1) .
Responsiveness
Responsiveness was defined as the ability of the COPM instrument to detect change over time in the construct measured. 18 Evaluation of responsiveness was based on testing a priori hypotheses regarding mean differences of change scores for COPM-P and COPM-S compared with various global rating scale responses ( 
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Psychometric properties of the COPM between groups defined by responses on the global rating scale ("no change" versus "a little improved"; "a little improved" versus "much improved"). In line with the COS-MIN guidelines, evaluation of responsiveness was also based on testing predefined hypotheses for levels of correlation for change values (differences between 10 weeks follow-up and baseline scores between the COPM-P scores and scores for physical function [SPPB], single-item scores on self-care [EQ-5D], coping , and mental health [MHC-SF]).
As the intervention focused on occupational performance, we expected moderate-to-large changes in COPM-P, whereas we expected no or small changes in mobility measured with the SPPB, mental health measured with the MHC-SF, or coping measured with SOC-13. Thus, we hypothesized low correlations between COPM-P change scores and the change scores of these comparative instruments. Furthermore, even if self-care (measured by the EQ-5D) and COPM-P cover the same construct (occupational performance), we did not expect that the single EQ-5D item would capture change in self-care following reablement, as the self-care item implies only personal hygiene and dressing, while the COPM construct implies all kinds of daily activities. We therefore hypothesized low correlation here as well.
Interpretability
According to the COSMIN terminology, interpretability is the degree to which one can assign qualitative meaning to an instrument's quantitative scores or change in scores. 18 In the current study, the important aspect was to determine the size of the MIC, which is defined as the smallest change in score which individual participants perceive as important. 32 We used an anchor-based approach to determine the MIC. The 5-point global rating scale was used as a gold standard to capture the participants' impression of change in coping 
Table 2 Responsiveness hypotheses and results
Instrument Hypotheses Result Confirmed hypotheses (yes/no)
Global rating scale Significant mean difference a in COPM-P change score for "no change" versus "a little improved" -1.45* Yes
Global rating scale Significant difference a in mean COPM-S change score for "no change" versus "a little improved" -1. 12 No
Global rating scale Significant difference a in mean COPM-P change score for "a little improved" versus "much improved" -1.53** Yes
Global rating scale Significant difference a in mean COPM-S change score for "a little improved" versus "much improved" 
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Tuntland et al with their daily activities at 10 weeks follow-up. The global rating scale is suitable provided the change question refers to the same construct as the instrument under study. 32 Owing to few participants, the responses in the categories "a little deteriorated" and "much deteriorated" are not reported.
Feasibility
Even if feasibility is not a psychometric property, it is described in the COSMIN recommendations as a relevant issue to consider when assessing outcome measures. 32 Feasibility in this type of study refers to whether participants are able to answer the questions in the instrument and may be evaluated by exploring response rate, time spent on completion of the COPM data collection, patient burden, and required clinical expertise. We recorded the response rate and calculated median time spent on the COPM interview at baseline and follow-up. The participant's narrative answers were written down. Thereafter, the principal investigator grouped and categorized the data.
Five different health professionals were involved in the COPM assessments (nurses, occupational therapists, physiotherapists, auxiliary nurses, and social educators). However, since some interviews were performed by two or three different professionals together, these assessments were excluded from the analysis (n=39) in order to be able to compare the professionals separately. Moreover, since there was only one social educator and five auxiliary nurses, their assessments were excluded when performing significance tests.
Statistical analysis
Demographic characteristics of the participants and the COPM baseline scores were described by frequencies and mean/median scores.
Construct validity and responsiveness
Correlation tests of hypotheses are an established method of confirming construct validity and responsiveness. 32 Depending on the distribution of the scores, Spearman's rho correlation or Pearson's r was used for testing hypotheses. A high correlation was defined as r≥0.60, moderate correlation as r>0.30 and r<0.60, and a low correlation as r≤0. 30 . 34 Hypotheses of mean differences in COPM change scores comparing participants with various global rating scale responses ("no change" versus "a little improved", "a little improved" versus "much improved") were tested with independent samples t-tests. In accordance with Terwee et al, 35 adequate construct validity and responsiveness were established when >75% of the hypotheses were confirmed.
Interpretability
Differences in mean change scores of COPM-P and COPM-S between the five different categories in the global rating scale were determined by independent samples t-tests. The change score in the category "a little improved" was considered to reflect the MIC.
Feasibility
Differences in self-perceived experience and competence between health professionals (nurses, occupational therapists, physiotherapists) conducting the COPM interviews were examined statistically with chi-square tests for categorical variables and one-way analysis of variance (F-tests) for continuous variables.
For the statistical analysis, IBM SPSS Statistics Version 22 (IBM Corporation, Armonk, NY, USA) was used. All P-values <0.05 were considered to be statistically significant.
Results
Participants
The 225 participants were primarily female (72%), the mean age was 80.8 years, and 76% lived alone. They had a variety of reasons for needing rehabilitation, most frequently fractures and balance problems, and they had a median of three additional health conditions. The participants included in this study lived in 32 of the 43 possible municipalities, representing 16 out of 19 counties stretching out from the south to the north of Norway. A total of 13.6% of the sample in the multicenter study dropped out at 10 weeks follow-up. However, an analysis comparing the participants who completed the study and the participants who dropped out showed no significant differences in baseline COPM-P and COPM-S scores (P=0.87 and P=0.83, respectively). Table 3 presents the baseline demographic characteristics.
Health care providers
A total of 78 health care providers conducted the assessments of the 225 participants. There were 12 nurses, 33 occupational therapists, 27 physiotherapists, five auxiliary nurses, and one social educator.
Content validity
The first question to be answered dealt with whether all occupational categories in the COPM refer to relevant aspects of the construct. Figure 1 shows the distribution of prioritized occupations in total and for each sex. The participants described a total of 1,371 occupations and prioritized 757 of these. The occupational performance areas with >70 responses are specified in order to illustrate the most frequently prioritized occupations (Figure 1 ). Fiftyfour statements (7%) could not be categorized into any of the occupational categories of the COPM. Forty-nine of these statements were body function items according to the International Classification of Functioning, Disability and Health terminology, 36 such as balance, strength, endurance, memory, and pain, while the remaining five occupations were to prevent falls, to have regular meals, to have extra energy, to have motivation for outdoor walks, and to remove plaster. To conclude, only 7% of the items/occupations did not refer to the construct.
The second question to be answered was whether all occupational categories were relevant for the study population, for example with regard to sex and age. Of the 757 prioritized occupations, 67% were in the self-care domain, 20% were in the leisure domain, and 13% were in the productivity domain. The most dominating occupational category was functional mobility (40%; Figure 1 ). As could be expected in a retired population, paid/unpaid work (0.3%) and play/school (0%)
were prioritized by only a few participants. Relative to their proportion, household management, socialization, and quiet recreation appear to be more frequently prioritized occupations for females than for males in this population of older adults. To summarize, the frequency of prioritized occupations varied among the nine occupational categories and there were also sex-specific and age-specific variations.
The third question concerned whether all occupational categories were relevant for the purpose of the instrument. Almost all participants (>99%) were able to define occupations, thereby confirming that the instrument served the purpose of goal determination in reablement of elderly people. Likewise, almost all participants (>99%) were able to rate performance and satisfaction with performance at baseline and follow-up, which demonstrates that the instrument's purpose of evaluation was also satisfactory (the number of missing scores was 2 and 0 for COPM-P and 1 and 2 for COPM-S at baseline and 10 weeks followup, respectively).
Finally, the fourth question was whether all occupational categories together comprehensively reflect the construct. Following the COPM interview, 27 participants (12%) reported a total of 29 important occupations and items not covered in the interview (20 occupations reported by females and nine occupations by males). Almost all of these could, however, be categorized into the following occupational categories or items: active recreation (n=10), quiet recreation (n=6), socialization (n=4), functional mobility (n=2), community management (n=2), personal care (n=1), household management (n=1), body function (sleep and hearing; n=2), and unclassifiable (to be independent; n=1). This categorization was performed retrospectively based on the clinical judgment of the principal investigator. The results demonstrate that occupations not identified during the COPM interview also reflected the construct.
Construct validity
As shown in Table 1 , all the hypotheses were confirmed, demonstrating that the construct validity of the COPM is adequate. The findings show that, in general, there is a low correlation between the COPM and the other instruments. We found a moderate correlation between COPM-P and EQ-5D usual activities, indicating that these two indices partly measure the same construct.
Responsiveness
The mean difference between COPM change scores among those answering "no change" versus "a little improved" and 
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Personal care Occupation
Number of occupations Take a shower (42), do personal hygiene (18) dress/undress (46), go to toilet (4), eat (6) Prepare food (52), clean/vacuum house (37), wash clothes (7) Travel by car/bus (25) 
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Psychometric properties of the COPM "a little improved" versus "much improved" was statistically significant for three of the four tested hypotheses. The correlations between difference in COPM-P change scores and the comparative instruments' change scores were low to moderate. As such only two of the four correlation hypotheses were confirmed. Table 2 shows that 62.5% (five of eight) of the hypotheses were confirmed, indicating that the responsiveness of the COPM in this population is moderate.
Interpretability
As shown in Table 4 , the MIC (mean change score in participants who reported "a little improved" after 10 weeks) is 3.0 points and 3.2 points for COPM-P and COPM-S, respectively.
Feasibility
The COPM response rate was 99.5% and 100% for COPM-P and 99.5% and 99.1% for COPM-S at baseline and followup, respectively. The median time values (range) for the COPM at baseline and follow-up interview were 33 minutes (10-100 minutes) and 9 minutes (2-68 minutes), respectively. The participants' mean (SD) rating of the degree to which they felt that the instrument was useful for goal determination was 7.8 (2.0). When examining the participants' narrative answers (n=225), the majority (82%) of the participants stated that they experienced the interview and scoring as useful. In particular, they experienced that the COPM interview contributed to information about "what is important to me". Furthermore, they felt that the COPM interview led to a greater awareness about their daily lives and to a feeling of being seen and listened to. They also described that the interview enhanced their motivation to focus on improving occupational performance, and that information brought forward during the interview and scoring process was useful as a basis for developing rehabilitation goals. However, ~10% of the participants also described difficulties with answering questions and scoring or regarded the instrument as less useful in the goal-setting process. A deeper exploration of the perceived difficulties revealed that these participants mainly experienced difficulties related to scoring; however, these difficulties were less at follow-up. In addition, some participants regarded defining a score as very abstract or theoretical and explained that they were not accustomed to thinking in this way. Finally, some participants (8%) did not give any explanation for their responses.
Concerning the question of addressing participants' experiences related to describing occupations and defining occupational goals, the majority of the participants (89%) regarded these as positive. They answered that it was "okay", referring to the interview situation, and "easy" referring to the process of goal determination. However, almost 9% of the participants also described negative experiences, most frequently related to difficulties with identifying occupations and defining goals. A minority of them said that they felt the interview itself was tiring and time consuming. Finally, some participants (2%) did not give any explanation for their negative experiences.
The health care providers' mean (SD) score of the degree to which they considered that the results from the assessment were useful as a basis for planning and evaluating on the intervention was 8.2 (1.7; Table 5 ). Moreover, they described that they experienced a few difficulties, 7.5 (2.0), when assisting the participant during the baseline COPM interview. Most of the health care providers had taken courses (61.8%) and/or other education in the use of the COPM (66.2%). However, 29.0% of them felt a need for additional COPM education, thereby indicating that they regarded their expertise as insufficient.
The occupational therapists, physiotherapists, and nurses believed that the COPM was useful, that they had few difficulties conducting the COPM interview, and that they had sufficient formal competence in the COPM assessment but needed to some degree additional education (Table 5) . However, the one profession that was without a bachelor-level qualification deviated the most from this pattern, namely, the auxiliary nurses. These professionals considered the COPM least suitable for planning and evaluation, demonstrated less competence, and wanted more education in the COPM assessment. 
Discussion
This study supports the use of the COPM in an elderly home-dwelling population and its application as an outcome measure within reablement. The study focused on the validity, responsiveness, interpretability, and feasibility of COPM in a heterogeneous population of 225 home-dwelling older adults. In general, the results show adequate content and construct validity and suggest moderate responsiveness to change. Functional mobility was the most frequently prioritized occupational category of all. The MIC was found to be 3.0 points and 3.2 points for COPM-P and COPM-S, respectively. The majority of the occupational therapists, physiotherapists, and nurses reported that they had the required expertise to conduct the COPM assessments. Having a bachelor-level qualification as a health care provider seems to be an advantage when conducting the COPM assessments.
Content validity
The sex pattern related to prioritized occupations and the low proportion of participants reporting problems related to paid/unpaid work and play/school were in line with what would be expected in this population of old and retired participants, thereby confirming content validity. Furthermore, the finding that functional mobility was the most frequently prioritized occupation by the participants is in accordance with the results from other studies on older adults. 9, 13, 16, 20, 37 This suggests that mobility is a key priority among older adults as a basis for management of self-care, productivity, and leisure occupations and underlines that mobility is important to address in interventions aimed at enhancing occupational performance and satisfaction with performance in this age group.
Responsiveness
In this study, <75% of the responsiveness hypotheses were confirmed. However, according to de Vet et al, 32 responsiveness can be considered to be high when <25% of the hypotheses are rejected, moderate if 25%-50% of the hypotheses are rejected, and poor when >50% of the hypotheses are rejected. In our study, three out of eight (37.5%) of the responsiveness hypotheses were rejected, suggesting moderate responsiveness. These results are in contrast to the other responsiveness study on a heterogeneous old population, where high responsiveness was indicated. 16 However, in this study, high responsiveness was not determined by testing hypotheses, but simply by stating that 73% of the participants reported a change score of ≥2 points. Thus, the methodology used in the two studies differs.
Owing to a few participants in the present study in the groups reporting "no change" in performing their daily activities at 10 weeks follow-up, the power to detect statistically significant mean differences between these participants and those who reported "a little improved" may, however, be questioned. Furthermore, as correlations usually are lower when assessing change scores than 
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Psychometric properties of the COPM single scores, low correlations were expected. In hindsight, we acknowledge that we underestimated EQ-5D's responsiveness and therefore should have hypothesized a higher correlation between change scores in COPM-P and EQ-5D self-care since they both measure the construct of occupation. In addition, we did not expect the SPPB sum change score to correlate moderately with the COPM-P change score, given the SPPB sum score includes not only gait but also balance and chair stand. However, this might be explained by the fact that the majority of the prioritized occupations were functional mobility.
As discussed in other studies adhering to the COSMIN recommendations, it is difficult to develop hypotheses concerning correlations between change scores measured with different instruments, since such hypotheses are mostly based on clinical experience. 38, 39 It is even more difficult when a patient-specific instrument is involved, as instruments such as the COPM may capture a wide variety of occupations, which thereafter are compared to instruments with a more limited number of fixed occupational domains. 21 Thus, it is hard to predict which occupations will be chosen and prioritized by the older adults during the COPM interview. This illustrates that there is a random factor involved, which under other circumstances, might have resulted in 75% of the hypotheses being confirmed.
Interpretability
The MIC was calculated to be 3.0 points and 3.2 points for COPM-P and COPM-S, respectively, which is above the suggested MIC of 2 points in the COPM manual. 1 In general, the MIC probably varies among diagnoses and age groups and therefore needs to be determined according to specific patient groups. The clinical implication of the results is that larger improvements in performance and satisfaction than previously recommended are needed if older individuals receiving reablement perceive an improvement as important. Another implication is that at least 3 points should be considered as a cutoff point in order to distinguish between older adults who report a clinically important change and those who do not.
Feasibility
The median time for the baseline COPM interview of 33 minutes was in accordance with the time frame of 30-40 minutes in studies on adults and early older adults. 14, 40 The relatively moderate time use was therefore less than expected in this elderly and frail population, based on a general perception that older adults need more time to complete a task.
Furthermore, the majority of the participants felt that the instrument was useful and reported that their experiences with the instrument were positive. Moreover, almost all the participants were able to complete the COPM interview. Consequently, the COPM is a useful and manageable instrument in a population of older adults.
Some participants experienced problems related to the scoring system. Difficulties with numeric scoring procedures in the COPM are also common for younger adults. 17, 19, 40, 41 As such, it might not be a generational issue, but a general difficulty for participants of all ages. Hence, in line with Kjeken et al, 17 the results of this study do not support the hypotheses that scoring problems increase with older age. However, in general, clinicians might need to develop strategies for overcoming the problems with the scoring procedures.
The occupational therapists felt most competent performing the COPM assessments. This is no surprise as occupation is the core domain of concern in occupational therapy practice and education. 2 The reasons why the auxiliary nurses to a lesser degree thought that the COPM goals were suitable for planning and evaluation were presumably caused by a lack of comprehensive understanding of the instrument's purpose, nature, or conceptual basis. Consequently, having a bachelorlevel qualification in health care seems to be an advantage when conducting COPM assessments. These results should, however, be interpreted with caution, since the number of participants in some of the groups was small.
At any rate, the clinical implications of these results might be to underpin the COPM training when used in a multidisciplinary context, as argued by Enemark and Carlsson. 20 
Strengths and limitations
A strength of this study is that there were few missing data. Another strength is the diagnostic and geographical heterogeneity among the participants, which implies that the results may be generalizable within this age group. However, in this study, we have examined a generic population of older adults and a generic intervention to establish the psychometric properties of the COPM. Hence, the results we found may not be generalizable to specific diagnostic groups and specific interventions, even in an elderly population. This refers in particular to the responsiveness and the MIC.
A limitation of this study is that significance testing of experience and competence among all health professionals could not be performed, due to a small number of auxiliary nurses and social educators. In addition, although a dropout analysis was performed at 10 weeks follow-up, selection bias cannot be ruled out. Furthermore, test-retest reliability of 
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Conclusion
The results support the multidisciplinary use of the COPM in clinical practice and research in a home-dwelling, heterogeneous population of older adults. The COPM has adequate content validity, construct validity, and feasibility in this population of older adults and a moderate responsiveness to change. The MIC was established to be 3.0 points and 3.2 points for COPM-P and COPM-S, respectively. The COPM is found to be a useful and manageable instrument in a population of older adults. Test-retest reliability assessments and further responsiveness assessments are needed to supplement the results of this validation study.
